Cognitive-Behavioral Therapy by Rice, Robert H.
St. John Fisher College 
Fisher Digital Publications 
Nursing Faculty/Staff Publications Wegmans School of Nursing 
2015 
Cognitive-Behavioral Therapy 
Robert H. Rice 
St. John Fisher College, rrice@sjfc.edu 
Follow this and additional works at: https://fisherpub.sjfc.edu/nursing_facpub 
 Part of the Mental and Social Health Commons, and the Nursing Commons 
How has open access to Fisher Digital Publications 
benefited you? 
Publication Information 
Rice, Robert H. (2015). "Cognitive-Behavioral Therapy." The SAGE Encyclopedia of Theory in Counseling 
and Psychotherapy 1, 194-199. 
Please note that the Publication Information provides general citation information and may not be 
appropriate for your discipline. To receive help in creating a citation based on your discipline, please visit 
http://libguides.sjfc.edu/citations. 
This document is posted at https://fisherpub.sjfc.edu/nursing_facpub/73 and is brought to you for free and open 




Cognitive-behavioral therapy (CBT) is the merging of behavioral and cognitive therapies that mostly 
focuses on working with the client in the present. Although there are many approaches to CBT, there tend 
to be some common features. For example, CBT is generally a directive approach to psychotherapy that 
helps clients to challenge their problematic thoughts and to change the behaviors associated with those 
thoughts. In addition, most approaches to CBT are structured and time limited and include some type of 
homework where the client can practice the cognitive and behavioral strategies learned in the therapeutic 
setting. This entry focuses mostly on CBT as defined by Aaron Beck, one of the early founders of this 
approach. 
Disciplines 
Mental and Social Health | Nursing 
Comments 
This content was originally published in The SAGE Encyclopedia of Theory in Counseling and 
Psychotherapy © 2015 SAGE. It can be found on SAGE's website here: http://dx.doi.org/10.4135/
9781483346502.n77 
This content is posted with permission from SAGE. Distributing, reselling, or any repurposing of the 
content is not allowed and content is not to be used for commercial MOOCs or any other commercial 
purposes without permission. 
This article is available at Fisher Digital Publications: https://fisherpub.sjfc.edu/nursing_facpub/73 
194 Cognitive-Behavioral Therapy
Beck, J. S. (2010). Cognitive behavior therapy: Basics and 
beyond (2nd ed.). New York, NY: Guilford Press. 
Blagys, M., & Hilsenroth, M. (2002). Distinctive 
activities of cognitive-behavioral therapy: A review 
of the comparative psychotherapy process literature. 
Clinical Psychology Review, 22, 671-706. 
doi:10.1016/S0272-7358(01)00117-9 
Crane, R. (2009). Mindfulness-based cognitive therapy.
New York, NY: Routledge.
Craske, M. G. (2010). Cognitive-behavioral therapy.
Washington, DC: American Psychological Association. 
Ellis, A., &c MacLaren, C. (2005). Rational emotive 
behavior therapy: A therapist’s guide (2nd ed.). 
Atascadero, CA: Impact.
Hayes, S. C., Strosahl, K., & Wilson, K. (2003).
Acceptance and commitment therapy: An experiential 
approach to behavior change. New York, NY:
Guilford Press.
Linehan, M. (1993). Cognitive-behavioral treatment of 
borderline personality disorder. New York, NY: 
Guilford Press.
McCullough, J. P. (2000). Treatment for chronic
depression: Cognitive behavioral analysis system of 
psychotherapy. New York, NY: Guilford Press.
Miller, A. L., Rathus, J., & Linehan, M. (2007).
Dialectical behavior therapy with suicidal adolescents. 
New York, NY: Guilford Press.
Segal, Z. V., Williams, J., & Teasdale, J. (2013).
Mindfulness-based cognitive therapy for depression 
(2nd ed.). New York, NY: Guilford Press.
Sperry, L. (2015). Cognitive behavior therapy of DSM-5 
personality disorders (3rd ed.). New York, NY: 
Routledge.
Wolpe, J. (1990). The practice of behavior therapy 
(4th ed.). New York, NY: Pergamon Press.
Young, J. E., Klosko, J., & Weishaar, M. (2003). Schema 
therapy: A practitioner’s guide. New York, NY: 
Guilford Press.
Cognitive-Behavioral Therapy
Cognitive-behavioral therapy (CBT) is the merging 
of behavioral and cognitive therapies that mostly 
focuses on working with the client in the present. 
Although there are many approaches to CBT, there 
tend to be some common features. For example, 
CBT is generally a directive approach to psycho­
therapy that helps clients to challenge their prob­
lematic thoughts and to change the behaviors
associated with those thoughts. In addition, most 
approaches to CBT are structured and time limited 
and include some type of homework where the cli­
ent can practice the cognitive and behavioral strat­
egies learned in the therapeutic setting. This entry 
focuses mostly on CBT as defined by Aaron Beck, 
one of the early founders of this approach.
Historical Context
The first approach to CBT to achieve widespread 
recognition was rational emotive therapy, origi­
nated by Albert Ellis in the mid-1950s. Ellis devel­
oped his approach in reaction to his disliking of 
the inefficient nature of psychoanalysis. Ellis 
believed that how we act and how we feel are the 
result of irrational thinking, and he proposed a 
number of typical irrational thoughts that people 
tend to have that will lead to dysfunctional ways 
of being in the world (e.g., the need to be loved by 
everyone on the planet, the idea that we must rely 
on others for our happiness, etc.). His approach 
was widely used in the latter part of the 20th century 
and continues to be used today.
Not too soon after Ellis developed his approach, 
during the early1960s, Aaron Beck developed a 
similar approach he called cognitive therapy. 
Initially applying his approach to those with 
depression. Beck’s ideas eventually spread to a 
whole range of other diagnostic categories. Beck 
stayed away from the use of the word irrational 
and instead suggested that core beliefs and deep 
schemas, or embedded ways by which we tend to 
view the world, lead to dysfunctional behaviors 
and negative feelings. His approach was outlined 
in a classic series of articles published in the 
1960s. Beck’s early writings focused primarily on 
pathology in information processing styles in clients 
with depression or anxiety, but he also incorpo­
rated behavioral methods to prevent feelings of 
helplessness.
After the work of Ellis and Beck, a number of 
others developed related theories that became 
widely used. For instance. Max Maultsby developed 
rational emotive imagery, rational self-analysis, 
and the five criteria for rational behavior, which 
included an emphasis on client rational self­
counseling skills and therapeutic homework. 
Another example is Donald Meichenbaum, who 
developed stress inoculation therapy, an attempt to
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integrate the research on the roles of cognitive and 
affective factors in coping processes with the 
emerging technology of cognitive-behavioral 
modification.
More recently, CBT has been influenced by new 
theories and associated assessment, treatment, and 
prevention technologies that highlight psychologi­
cal acceptance and mindfulness. One of the most 
prominent examples is Marsha Linehan’s dialecti­
cal behavior therapy (DBT), which incorporated 
CBT with mindfulness and balancing acceptance 
with change. DBT was originally developed by 
Linehan for clients with borderline personality 
disorder and related parasuicidal behaviors. It has 
since been modified for use with other popula­
tions, including those with substance abuse and 
depression.
Today, CBT comes in many shapes and forms 
and has become a dominant force in psychother­
apy in much of the world. This is largely due to the 
increased focus on evidence-based practice and 
related demands for accountability in the delivery 
of mental health services. Throughout its history, 
CBT has been committed to a scientific perspec­
tive to the study of psychopathology and its treat­
ment. Hundreds of studies have evaluated various 
cognitive-behavioral theories of psychopathology, 
and hundreds more have assessed the efficacy of 
CBT interventions.
Theoretical Underpinnings
CBT is applied in many different ways today, and 
all CBT approaches have in common a focus on 
the cognitive and behavioral aspects of the person. 
Psychotherapists who use CBT believe that people 
learn by observing and imitating, as well as 
through reinforcement. From this theoretical per­
spective, dysfunction can generally be linked back 
to childhood experiences, though the approach 
itself focuses on the here-and-now. In some ways, 
all CBT approaches attempt to challenge and 
modify the client’s thinking process and behaviors 
in an effort to assuage dysfunctional ways of living 
in the world. CBT posits a two-way relationship 
between cognition and behavior in which cognitive 
processes can influence behavior, and behavioral 
change can influence cognitions. Because cognition 
and behavior are so closely linked, psychothera­
pists can opt to intervene at either the cognitive or
the behavioral level, using practical methods 




Three major levels of cognition that are often 
identified in the practice of CBT include (1) full 
consciousness, (2) automatic thoughts, and 
(3) schema. Full consciousness is defined as a state 
of full awareness and optimized judgment. In con­
trast, automatic thoughts are cognitions that flow 
rapidly in the stream of everyday thinking and may 
not be carefully examined for correctness or ratio­
nality. Usually out of consciousness, they are 
readily accessible once a person is made aware of 
them. Everyone has automatic thoughts, but in the 
case of pathology such as obsessive-compulsive 
disorder (OCD) or generalized anxiety disorder, 
these cognitions are often full of errors in logic. 
These are called cognitive distortions and include 
distorted thinking such as overgeneralization, all- 
or-nothing thinking, mind reading, fortune telling, 
and discounting the positive, to name a few. For 
example, someone with OCD might overestimate 
the risk involved with refusing to engage in a com­
pulsion such as hand washing or checking. Likewise, 
in generalized anxiety disorder, people might 
underestimate their ability to cope with a potential 
threat. For example, someone might choose to 
avoid holiday shopping altogether because she or 
he fears how she or he will manage the crowds and 
parking.
The final and deepest level of cognition 
defined by CBT is schemas, sometimes called core 
beliefs. These are a client’s fundamental rules or 
templates for processing information. Types of 
schemas include person schemas, event schemas, 
role schemas, and self schemas. Person schemas 
are schema about the attributes (skills, values, 
abilities) of a particular individual. Event sche­
mas, or cognitive scripts, are processes, practices, 
or ways in which we typically approach tasks 
and problems. Role schemas contain sets of 
role expectations or how we expect a person in 
a certain role to behave. Last, self schemas are 
generalizations about oneself taken from current 
and past experiences.
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It is important to note that CBT does not say 
that all negative or painful emotions are bad. 
Emotions such as fear, anger, and sadness can be 
very appropriate and even useful. Fear can tell us 
there is danger, and motivate us to protect our­
selves. Anger can inform us that our rights are 
being violated, and we need to take action to assert 
our rights. Sadness can be the result of losing 
something or someone important to us and can 
indicate that we need to take the time to grieve.
When working with clients, it is important to 
distinguish between adaptive and maladaptive 
emotions. Negative and painful emotions can be 
adaptive if they are based on accurate thinking and 
guide an appropriate response. Maladaptive emo­
tions are driven by distorted thinking and cause 
unnecessary suffering.
Behavioral Concepts
It is natural to avoid things that are painful or 
difficult. Up to a point, avoidance is understand­
able and effective, but it can become problematic if 
it becomes the primary method for dealing with 
difficult life circumstances. Unfortunately, these 
“safety behaviors” tend to maintain problems 
rather than deal with them.
In behavioral therapy, psychotherapists help 
clients strategically change behaviors that they 
typically exhibit in response to schemas and their 
resulting automatic thoughts and dysfunctional 
behaviors. At the same time, behaviors that are 
likely to improve a client’s overall well-being are 
increased. Such behaviors challenge the natural 
avoidance behaviors that have been developed to 
maintain the individual’s “safety.”
In the case of OCD, challenging natural avoid­
ance behaviors might involve “saying no to OCD” 
or doing the opposite of what you typically would 
do in response to an intrusive thought. The term 
for this technique in CBT is exposure and response 
prevention and is covered in greater detail in the 
next section. Likewise, in the case of depression, a 
practitioner using CBT might assign activities to 
help a client focus on positive goals or accomplish­
ments. This often involves doing things for oneself 
that one might not otherwise do while in a 
depressed state. In either case, the goal is to change 
behavior by bringing schemas that result in 
dysfunctional behaviors into conscious awareness.
Techniques
CBT involves the use of a wide variety of tech­
niques to help people change their cognitions and 
behavior. Psychotherapists select techniques based 
on their ongoing assessment of the client and his 
or her problems, as well as their specific goals. 
There is no one technique in CBT that is right for 
everyone.
Cognitive Techniques
Cognitive techniques are techniques used in CBT 
to help clients challenge problematic patterns of 
thinking. The following techniques are among the 
most common cognitive techniques used in practice.
Use of Questions
The use of questions, an important and 
frequently used cognitive technique, encourages the 
client to break through rigid patterns of dysfunc­
tional thinking and to see new perspectives. Socratic 
questioning involves inquisitive questions that 
gently challenge the client and guide him or her to 
become actively involved in finding answers. Socratic 
questions are often used for the following reasons:
1. Clarification (e.g., “What do you mean when 
you say . .. ?”)
2. Probing assumptions and evidence (e.g., “How 
can you verify or disprove that assumption?”)
3. Questioning viewpoints and perspectives 
(e.g., “Who benefits from this . . . ?”)
4. Analyzing implications and consequences 
(e.g., “How come ... is important?”)
5. Summarizing and synthesizing (e.g., “What are 
your reactions to the evidence that we looked at?”)
When used skillfully, Socratic questioning can 
help clients engage in the process of guided discov­
ery. Guided discovery involves a series of questions 
that help clients reflect on the way they process 
information. Through this process of answering 
questions, clients can explore alternative ways to 
think and behave.
One useful analogy for guided discovery is that 
of going to an optician for an eye test. The optician 
will initially have patients look through several
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lenses while removing or replacing some of them. 
Then, through a process of trial and error, patients 
begin to see more clearly.
Journaling
Often used at the beginning phase of therapy, 
clients are asked to make notes of their automatic 
thoughts that occur in stressful situations and to 
identify emotions associated with these thoughts. 
As the client gains knowledge and experience with 
CBT, the journal can be used to help identify cog­
nitive errors embedded in one’s automatic thoughts, 
generate rational alternatives, and chart the outcome 
of making these changes.
Cognitive Restructuring
Cognitive restructuring refers to the process of 
replacing cognitive distortions with thoughts that 
are more accurate and useful. Cognitive restructur­
ing has two basic steps: (1) identifying the thoughts 
or beliefs that are influencing the disturbing emo­
tion and (2) evaluating them for their accuracy and 
usefulness using logic and evidence and, if war­
ranted, modifying or replacing the thoughts with 
ones that are more accurate and useful. CBT 
emphasizes that this is best done as a collaborative 
process in which the client is assisted in taking the 
lead as much as possible. As a result, the psycho­
therapist refrains from assuming that the client’s 
thoughts are distorted. Instead, the psychothera­
pist attempts to guide clients with questions that 
help them make discoveries on their own.
Cognitive Rehearsal
In cognitive rehearsal, the psychotherapist and 
the client work collaboratively to find ways to 
resolve a specific problem by “rehearsing” the situ­
ation when this problem is most likely to occur. 
For example, a client might use her imagination to 
think about having a positive interaction or experi­
ence with her new in-laws. She would then, with 
the therapist’s help, mentally rehearse the steps 
needed to achieve this outcome.
Validity Testing
With validity testing, the psychotherapist 
challenges the validity of a client’s beliefs or 
thoughts, allowing the client to defend his or her
viewpoint using objective evidence. If the client 
is unable to substantiate the beliefs, then the 
therapist points out the error in that client’s 
thinking.
Guided Imagery
Guided imagery refers to the use of vivid or 
figurative language to help clients relax, meditate, 
gain confidence, improve mood, gain understand­
ing, and improve future personal performance and 
development. Guided imagery is considered to be 
more effective when the person performing it is 
already in a relaxed state. When using guided 
imagery, the psychotherapist helps clients find a 
situation, location, or state of being that can be 
imagined and called on to help achieve therapeutic 
outcomes either within or outside of the therapy 
room.
Imagery-Based Exposure
One version of imagery-based exposure involves 
bringing to mind a recent memory that provoked 
strong, negative emotions. This also involves label­
ing the emotions and thoughts experienced during 
the memory and what behavioral urges were 
present. Imagery-based exposure can help make 
intrusive or painful memories less likely to trigger 
rumination. Psychotherapists use this technique 
with caution, after ensuring that the client has 
the coping skills necessary to deal with the negative 
emotions being evinced.
Behavioral Techniques
In CBT, behavioral interventions typically fol­
low the establishment of a therapeutic relation­
ship. Then, behavioral techniques are implemented 
to reinforce what is being learned from a cognitive 
perspective. Some of the most commonly used 
behavioral techniques are listed and described in 
the following subsections.
Activity and Pleasant Event Scheduling
Activity and pleasant event scheduling are 
commonly used to help depressed clients reverse 
problems with low energy. They involve obtaining 
a baseline of activities during a day or week, rating 
activities on the degree of mastery or pleasure, and 
then collaboratively designing changes that will
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reactivate the client, stimulate a greater sense 
of enjoyment in life, or change patterns of social 
isolation or procrastination.
Graded Task Assignments
In graded task assignments, problems are bro­
ken down into parts and a stepwise management 
plan is developed. Graded task assignments are 
used to assist clients in coping with situations that 
seem especially challenging or overwhelming.
Abdominal Breathing
Abdominal breathing refers to the act of breathing 
by contracting the diaphragm and expanding the 
abdomen. Abdominal breathing is widely considered 
to be the most effective way to breathe to reduce 
stress. With the emergence of new technology, abdom­
inal breathing is sometimes paired with biofeedback 
to help reinforce clients’ efforts to self-regulate.
Exposure and Response Prevention
Exposure and response prevention is the process 
of strategically exposing a client to a feared stimu­
lus (e.g., dirt) and supporting her or him in avoid­
ing typical behaviors performed in response to that 
feared stimulus (e.g., washing hands). This is con­
sidered to be one of the most effective behavioral 
techniques. Exposure protocols can be either rapid 
or gradual. Typically, a hierarchy of exposure 
experiences is developed, with sequential increases 
in the degree of anxiety provoked. Clients are 
encouraged to expose themselves gradually to 
these stimuli until the anxiety response dissipates 
and they gain a greater sense of control and mas­
tery. Progressive relaxation and abdominal breath­
ing exercises may also be used to reduce levels of 
autonomic arousal and support the exposure pro­
tocol. Cognitive rehearsal is often used to prepare 
for exposure and response prevention.
Writing in a Journal
Also called a “thought record,” clients write 
down their thoughts so that they can analyze them, 
often with a psychotherapist. This gives clients a 
chance to reflect on their thinking after an inci­
dent, when they are not reacting out of fear or 
anger. For this reason, journaling can be used to 
help with both behavioral and cognitive outcomes.
Systematic Positive Reinforcement
Systematic positive reinforcement is a behavioral 
technique in which a psychotherapist encourages a 
client to reward positive or adaptive behaviors with 
something pleasant. This technique also works 
because it involves withholding a chosen reinforce­
ment in response to maladaptive behavior.
Homework
Homework is an assignment or “mission” given 
to clients by psychotherapists to support progress 
between therapy sessions. Homework assignments 
might include reading or practicing coping skills 
learned in therapy (e.g., abdominal breathing).
Flooding
The process of flooding involves exposing peo­
ple to fear-evoking stimuli intensely and rapidly. 
During flooding, clients are prevented from escap­
ing or avoiding the feared stimulus.
Modeling
Modeling uses role-play to teach appropriate 
ways to respond to difficult situations. With this 
technique, the client uses the psychotherapist as a 
model to solve problems in her or his life.
Therapeutic Process
CBT is goal oriented and characterized by a highly 
collaborative relationship in which the psycho­
therapist and the client work together to identify 
maladaptive cognitions and behavior, test their 
validity, and make revisions where needed. A prin­
cipal goal of this collaborative process is to help 
clients effectively define problems and gain skills in 
managing these problems in the future. As in other 
effective psychotherapies, CBT also relies on the 
nonspecific elements of the therapeutic relation­
ship, such as rapport, genuineness, understanding, 
and empathy.
CBT for mental disorders such as uncompli­
cated depression or anxiety disorders can typically 
be completed in a range of 5 to 20 sessions. More 
complicated cases involving severe or chronic 
mental illness may require more than 20 sessions. 
“Booster sessions” are often used after therapy is 
completed to help limit the likelihood of relapse.
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CBT can also be implemented effectively in group 
settings, as with the skills training groups used 
in DBT.
CBT sessions are structured to increase the 
efficiency of treatment. Sessions begin with a func­
tional assessment leading to the establishment of 
realistic goals. Homework assignments are used to 
extend the client’s efforts beyond the confines of 
the psychotherapy context. Homework also helps 
structure therapy by serving as a recurrent agenda 
item that links one session with the next.
Psychoeducation is another key feature of CBT. 
Skilled psychotherapists who use CBT have exten­
sive knowledge of readings and other educational 
aids specific to their area of expertise. Typically, 
clients are asked to read self-help books, pam­
phlets, or handouts during the beginning phases of 
therapy. Workbooks can also be used for specific 
problems. More recently, computer-assisted CBT 
tools are gaining popularity, as they offer opportu­
nities for clients to better track their progress and 
practice skills interactively using technology.
Robert Rice
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Coherence Therapy
Coherence therapy is a focused, experiential 
methodology that guides deep resolution of the core 
emotional themes that maintain a client’s presenting 
problems and symptoms. Applicable with individu­
als, couples, and families, it is a systematic applica­
tion of what is known about emotional learning 
and unlearning. The coherence therapy approach 
consists of bringing the implicit emotional learnings 
underlying and generating a given problem or 
symptom into explicit awareness and then guiding 
the innate process of memory reconsolidation to 
unlearn and dissolve that material. This process 
ends symptom production at its emotional and 
neural roots. Coherence therapy is a system 
of transformational change, as distinct from incre­
mental change, and is applicable to all the acquired, 
unwanted patterns of behavior, mood, emotion, 
thought, and somatization arising from the persis­
tence of implicit emotional learning and memory.
Historical Context
Developed initially from 1986 to 1994 by the psy­
chotherapists Bruce Ecker and Laurel Hulley, the 
method was first known as depth-oriented brief 
therapy, the title of their 1995 book. Ecker and
